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Ethical Questions
in Adolescent Contraception
SUMMARY
Ethical problems often revolve around the
conflicts of the models of beneficence and
autonomy. Adolescents present a particular
complication in their own struggle for
autonomy. The physician is confronted with
the further dilemma of sorting out the role of
parents and the role of the adolescent
patient in decision making. Furthermore, as
adolescents develop their own moral code,
they may lack consistency in their actions
and opinions. The physician must examine
the total context in arriving at a decision.
The prescription of contraception is taken as
an example of a common ethical dilemma.
(Can Fam Physician 1989; 35:1317-1320.)

RESUME
Les questions d'ordre ethique toument souvent
autour des conflits suscites par les modeles de
bienfaisance et d'autonomie. Les adolescents, en
quete de leur autonomie, sont source de
complication bien particuliere. Le medecin se
retrouve souvent confronte au dilemme de
ddpartager le r6le des parents et le r6le de
l'adolescent pour en arriver A une decision. Pour
compliquer le tableau, a mesure que les adolescents
developpent leur propre sens moral, Qn peut
constater un manque de constance dans leurs
opinUons et leurs gestes. Le medecin doit examiner le
contexte global pour en arriver A une decision. Afin
d'illustrer ce que reprdsente un dilemme dthique,
Y'auteur utilise l'exemple de la prescription d'un
contraceptif.
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To the trained eye, every patient
presents an ethical problem.

N. Fost'

PHYSICIANS MAKE decisions
on a moment-to-moment basis.

That these decisions are "ethical" in
nature may easily be forgotten. The
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discussion of the ethics of a case often
centres around a specific controversy.
The lack of a seemingly unresolvable
ethical conflict does not imply that
ethics had no place in the decision
making. Whether the physician con-
siders the advisability of discussing
the risks of aspirin, or whether he
wonders if a parent should be told
that a medical student or resident is
performing his first procedure on a
child, the physician should realize
that there is no escape from moral
problems.2
The practice of adolescent medi-

cine provides fertile ground for such
"commonplace" ethical dilemmas.
Adolescent medicine is defined by a
specific target population that re-

quires a specific approach in order to
provide effective medical care. It is
not so much the technical complexity
of the specific pathologies seen as the
complexity of the doctor-patient rela-
tionship that makes this field chal-
lenging. How a physician approaches
teenage patients is as much a question
of personality as of training as of
medical ethics.

To illustrate the ethical dilemmas
common in the practice of adolescent
medicine, I have chosen to focus on
contraception, including a brief dis-
cussion of abortion as it pertains spe-
cifically to teenagers. Recurring
themes in the treatment of adoles-
cents are the ethical questions that re-
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volve around the doctor-patient rela-
tionship.

Adolescence
Adolescence is generally regarded

as that period of life that lies between
childhood and adulthood. It starts at
the onset of puberty and ends with
the assumption of a fully independent
adult role in society. The teenager
moves gradually, and fitfully, from
using concrete thought, living in the
here and now, to using formal opera-
tional thought, when he or she is ca-
pable of examining long-term conse-
quences and options.3
The adolescent must accomplish a

series of so-called psychosocial tasks.
These include separation from the
family, the development of a sexual
identity, the establishment of life and
career goals, and the development of
a personal moral and ethical code. It
is not surprising that adolescents are
inconsistent, take risks, and often ex-
press opinions or act in ways that are
contrary to previous experience with
the same individual.2'4
An understanding of this develop-

ment and the ability to assess the level
of maturity of each patient indepen-
dent of chronological age, are central
to the delivery of effective care to ad-
olescents. These qualities are also
central to the examination of the eth-
ics of that care.4

An Ethical Approach
In this paper, I shall not attempt to

review the principles of medical eth-
ics. Suffice it to say that the universal
applicability in practice of a "moral
rule", however sound, is generally
not deemed possible. Conversely,
persons with widely differing moral
principles often have no difficulty in
agreeing on a course of action.2

It is common to refer to two models
of ethical decision making: the benef-
icence model and the autonomy
model.2 While the concept of benefi-
cence, or "doing good", is central to
the practice of medicine or, for that
matter, child-rearing, the issue of
"Who benefits most?" arises to cloud
this seemingly simple principle. Fur-
thermore, it leaves unresolved the
conflict of who decides in cases of dis-
agreement. It might be assumed that
"the expert" should decide. Or the
duty might be assigned to "the most
responsible person".
An alternative approach is to use
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the autonomy model, where the val-
ues and the beliefs of the patient are
of primary import in the decision
making process. This right to self-de-
termination has important legal as
well as philosophical origins.
The conflict that can be generated

between these two models is inherent
to the practice of medicine. The reso-
lution of this conflict may not be obvi-
ous, and neither model can be reject-
ed out of hand when considering a
dilemma.2

The Trouble
with Adolescents

Adolescents provide a living labo-
ratory to complicate further the clash
between beneficence and autonomy.
In practising medicine with small chil-
dren, it would be accepted that the
"autonomy" of the child would be
vested in the parent, who assumes a
paternalistic protective role. Teenag-
ers, however, have reached a stage of
development where their struggle for
independence from their parents is
strategically important to their matu-
rational process.

Thus, in dealing with adolescents,
there is a risk of blurring the role of
the three major participants. Are par-
ents in a position to decide how their
teenage children should be treated? Is
the teenager mature enough to decide
for himself? Apart from the difficulty
of deciding with whom to deal pri-
marily, a physician can find himself,
beyond the role of benefactor, slip-
ping into a role of parent! How does
one gain the trust of an adolescent so
as not to be viewed as another exter-
nal authority figure?
The issues of growing up provide a

living example of the tangled relation-
ship between beneficence and auton-
omy. And the triangular relationship
among teenager, parent, and doctor
can be very complex. Indeed, the ap-
proach to the adolescent patient must
be predicated on the physician's eval-
uation of the teenager's psychosocial
maturity and not on the patient's age
or some other rigid criterion. Most
important, physicians must be aware
that as teenagers move from depen-
dence to independence (and back
again!), inconsistency and shifting
values are normal phenomena.4
Thus there emerges the legal provi-

sion for minors to have access to
emergency care and to have access to
care around some specific patholo-

gies, such as sexually transmitted dis-
eases, without parental consent. The
emancipated minor is one who chro-
nologically might be considered im-
mature, but who lives independently.
And increasingly, the concept of the
mature minor is becoming accepted.
The mature minor is still dependent
on his parents, but appears able to
make reasoned judgments. There is a
growing body of opinion and tradition
that the physician may treat these pa-
tients without discussion with the pa-
tient's parents.5'6 It is generally con-
sidered desirable, if not absolutely
necessary, that parents be aware of
what care their teenaged children are
receiving.

Contraception:
A Practical Example
The definition of one's sexual be-

ing, sexual experimentation and, ulti-
mately, sexual intercourse is an inte-
gral part of adolescent/young adult
maturation. As societal norms
change, sexual activity has occurred
at an earlier and earlier age. Even if
one's moral code derives from a tradi-
tion of sexual abstinence in adoles-
cence, the ethical physician cannot,
and must not, ignore the reality of ad-
olescent sexuality.

In fact, adolescents are all too often
subjected to a double standard: "Do
as I say, not as I do." In a world
where divorce, infidelity, and abor-
tion are common, one cannot impose
an outdated model, however idealis-
tic, on teenagers. Given changing mo-
res, a truly valid model of ethical be-
haviour would be difficult to define.
Thus, ethics and contraception must
be viewed in a cultural global context,
as well as in a personal context.7

Furthermore, it is clearly of interest
to society as a whole that adolescent
pregnancy has great health, social,
and political implications in that it is
associated with prematurity, low birth
weight, infant mortality, learning
problems, delinquency, poverty, and
dependency.6 And the number of
pregnancies in young adolescents is
increasing.6'8'9

It has been proposed that medical
intervention in the field of contracep-
tion should be based on the concepts
of freedom, equality, and general
welfare.6 This entails access to infor-
mation, to education, and to service.
It also entails the right to make per-
sonal decisions.
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It can further be argued that the
prevention of adolescent pregnancy
benefits not only the teenager but so-
ciety as a whole. The question of
competing rights (e.g., parent vs.
child), however, is not addressed in
this approach. Practising physicians
are often caught in the middle of the
debate between those who argue that
favouring adolescent autonomy will
decrease morbidity and mortality,
and those who insist that favouring
parental control and responsibility
will protect children from their own
irrational acts.6

It has been proposed that physi-
cians should be educators - and be
wary of the trap of blatant
paternalism!7 Whenever possible,
they should attempt to persuade ado-
lescents to involve their parents in de-
cisions concerning contraception and
abortion.
Treatments should be individual-

ized and based on each teenager's
needs, not on preconceived rules.'0
And physicians should be well aware
of the laws that govern such profes-
sional activities in their specific
communities.5'6

In summary, then, the physician
must navigate the delicate waters be-
tween treating the adolescent as a
child who is the responsibility of his/
her parents and treating him or her as
an independent adult. Usually the ad-
olescent is neither.

Ethics and Confidentiality
The right to confidentiality is gen-

erally viewed as one of the fundamen-
tal rights of the patient.9 The problem
is to determine when, on the sliding
scale of adolescent maturity, the
child's decisions override the par-
ents'. The obligation to respect the
teenager's privacy and confidentiality
increases as his maturity increases.

It is, of course, not even as simple
as that. Other external factors influ-
ence a physician's decision in this re-
gard. The respect of confidentiality is
one of the cornerstones of the prac-
tice of adolescent medicine, and with
good reason. An adolescent patient
who has reason to believe that what
he tells a doctor will automatically be
relayed to parents or other authority
figures is unlikely to be open and hon-
est with his physician."I The more ma-
ture and competent a minor, the
greater his right to privacy and auton-
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omy. In fact, irresponsible parents
lose some of their authority as well.
There is no formula for working

out a simple answer in these cases,
and the physician must use his or her
judgnent constantly. It is highly con-
ceivable that a pregnant mature mi-
nor may be misinformed about her
parents' thoughts on abortion, and
that the physician may judge it in her
best interests to involve the parents
against her will. It is to be hoped that
this strategy would resolve the misun-
derstanding and result in a happier
outcome for all concerned.12

A Global Approach
It is necessary to evaluate the entire

situation when dealing even with is-
sues which seem as simple as adoles-
cent contraception. Dealing with psy-
chic conflicts in teenagers requires a
careful evaluation of the child, the
parents, the specific situation, and of
the physician her/himself.12
The physician particularly must

evaluate personal loyalties in the con-
text of doing the greatest good. Di-
vided loyalties will be a continuing
ethical dilemma for every doctor who
cares for teenagers. Thus it may well
be that it is precisely those adoles-
cents who are most eager not to have
their parents informed who are the
ones most in need of their parents' in-
volvement in treatment. This thera-
peutic consideration is quite distinct
from an administrative one, which
would have parents informed as a
matter of policy.13",4

The Contraceptive
Prescription
The physician practising adolescent

medicine must address a series of eth-
ical evaluations. With regard to con-
traception, I shall concentrate on the
teenage girl. But it should surely be
mentioned in passing that our tradi-
tional neglect, as a profession, of
working to encourage teenage boys to
accept responsibility for contracep-
tion raises a host of ethical questions.
Simply because, in our society, it is
often the girl who suffers the more se-
vere consequences of an unwanted
pregnancy, is it right to concentrate
most of our educational efforts on
girls? We know that up to 70% of
girls experiencing their first sexual in-
tercourse either used no contracep-
tion at all, or used an ineffective
method. Would we not have a better

chance of lowering this figure ifwe in-
volved both members of the couple in
responsible contraceptive counsel-
ing?'5
Then the physician must consider

the medical risks of contraceptive
methodology against the medical
risks of pregnancy. The difference be-
tween a 13-year-old girl and an 18-
year-old girl can be quite great. First
and foremost, the thirteen-year-old
may still be physically immature.
But what of her social maturity?

Although a correlation exists between
physical and social maturity, social
maturation must be evaluated sepa-
rately. Of first importance is a social
evaluation of her status relating to her
personal maturity: How far has she
progressed with the psychosocial
tasks of adolescence?
And then what of her relationship

with her peer group and her sexual
partner? The ethical, medical practi-
tioner will evaluate the nature of the
sexual relationship. Is it frankly abu-
sive? Is there incest or an unwanted
relationship with an older adult?
Even if the teen is happy in the rela-
tionship, the doctor must consider the
possibility that a sexual relationship
between an older adult and a younger
teen is an abusive one.
Even in circumstances where there

is no age gap, the girl may be assum-
ing an unpleasant, submissive role in
order not to lose her boyfriend. The
physician has an ethical role here that
goes beyond a simple prescription to
prevent pregnancy. His or her coun-
selling and intervention must take
into account the entire context of the
adolescent's sexual activity.'6"17
What, then, of the teenager's rela-

tionship with her parents? Is her sex-
ual activity a form of rebellion: so-
called "sexual acting out"'?7 Are the
parents' rules incompatible with the
values of the adolescent and her peer
group? How willing to negotiate is the
family as a whole?
What about the parents them-

selves? What are their rights and obli-
gations? Often parents propose dou-
ble standards. Often the conflicts
over a child's sexual activity lie rooted
in the parents' own unresolved prob-
lems. They may harbour conflicts
from their own adolescence, or have
ambivalent feelings stemming from
the adolescent's early childhood.
Struggles over a child's sexual activity
may stem principally from deeper
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problems within the family structure.
In fact, sexual rivalry or sexual attrac-
tion between parent and child can un-
derlie conflicts relating to sexual activ-
ity and contraception.17
Who has the right to decide? Can

doctors, parents, or teenagers them-
selves make decisions that are di-
vorced from the attitudes of the soci-
ety in which they live? Current
controversies, particularly in the
United States, highlight the role that
a government can play in attempting
to determine who shall, and who shall
not have access to contraception and
abortion.

I have stated earlier that adolescent
pregnancy has consequences for soci-
ety as a whole. And yet society can
often impose a sort of double stan-
dard on adolescents. The role models
for today's adolescents are too often
those of "self-actualisation" rather
than moral responsibility. Low self-
esteem and a moral void can lead to
sexual behaviour coupled with a lack
of responsibility (or lack of contra-
ception) that can appear difficult to
understand unless the society which
produced this behaviour is examined.

Physicians have a role, then, in pro-
moting effective education. This edu-
cation must go beyond the simple ex-
planation of biology to teenagers. It
must examine values. Education is
more than information. And doctors,
as respected members of society,
must take on some role as educators.
At least they must play a role in their
communities to foster effective con-
traceptive education. They must pro-
mote an open discussion: a normal-
ization of what is already the
norm.7,16,17
And lastly, once pregnancy has oc-

curred, whose interests should take
precedence in the decision as to
whether or not the pregnancy should

continue: those of the fetus? those of
the adolescent? those of the adoles-
cent's parents? those of society?
Should a 15-year-old girl with a dis-
turbed family background and no
means to support a child, but for
whom the future child represents a fo-
cus of love and validization be en-
couraged to have an abortion? Or
should the emotionally and financial-
ly stable 18-year-old for whom the fu-
ture child is an impediment to family
and career goals be encouraged to go
ahead with an abortion? Perhaps the
most important, and the most diffi-
cult, guide in answering these ques-
tions is that the physician should re-
spect the adolescent with whom he is
dealing.7

Conclusions
I have tried to illustrate that a spe-

cial concern in approaching ethical
problems with adolescents is under-
standing the nature of adolescence it-
self. The physician must understand
adolescent development as well as pa-
rental and societal attitudes towards
adolescence.
The physician must also respect the

adolescent and avoid becoming a sur-
rogate parent himself. He must evalu-
ate the context of each individual
case, and be careful to examine the
ethical issues. He must avoid simple
acceptance of a prescribed code, be it
the teenager's, the teenager's par-
ents', society's, or his own.

Ultimately, his ethical approach
will be to balance models of benefi-
cence and autonomy, and thus arrive
at a solution that best suits the situa-
tion for each individual patient. U
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